T he majority of medical students receive some of their training in community settings. [1] [2] [3] [4] [5] [6] Most American medical schools rely on practicing physicians in the community (hereafter referred to as community preceptors) to teach their students, particularly in the first and second year of medical school and for primary care clerkships. 1, 7, 8 Most of these preceptors, while trained and experienced physicians, have no formal training in education, [8] [9] [10] and preceptors, the trainees' sponsoring organizations, and accreditation standards emphasize faculty development as one of their greatest needs. 8, 11, 12 Much work has already been done to identify the needs of community preceptors, 4, 12, 13 to provide formal training for preceptors, 6, 9, 14 to help integrate students into busy clinical practices, 15 and to assess the instructional quality of a clinical site, 16, 17 but as yet there is no consensus on the key criteria for identifying, training, or evaluating community preceptors. While there are established skills and behaviors (ie, milestones, competencies, observable behaviors, entrustable professional activities, etc) for medical students, 18, 19 residents, 20 and for academic faculty 21, 22 there are currently no agreed-upon skills, attitudes, and behaviors for the diverse cadre of physician preceptors who teach students and residents.
Clearly defined preceptor competencies are needed to provide the foundation for preceptor development and evaluation activities.
We sought to identify core community preceptor competencies to support preceptor needs assessment, development, and evaluation. 21 
Methods
The Delphi technique is a common method of semiquantitative research in the social sciences and in healthrelated education. 23 Typically, a small group of experts first defines a list From 
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METHODS:
A medical educator and three faculty members with expertise in faculty development created a list of teaching competencies organized in five domains. These competencies were finalized through a multiround modified Delphi technique with key stakeholder groups including (1) nonphysician medical educators, (2) academic physicians involved in faculty development, (3) community physicians who regularly precept medical students, (4) family medicine residents, (5) third-year medical students in a 9-month-long longitudinal clerkship. Proposed competencies were retained if 70% of the participants ranked it as "very or extremely important. "
RESULTS:
In the first round, 24 competencies were evaluated by 40 physician preceptors participating in a rural faculty development conference. These were refined, and four additional competencies were added by the cohort. Subsequent rounds utilized a survey approach with broader audiences resulting in a final list of 21 competencies in five domains. 23, 24 Lindemann suggests that this approach provides greater objectivity since there is no peer pressure to conform to the opinion of the group. 25 When no previous standard exists or where there is ambiguity in practice, the Delphi technique supports content validity of the product.
CONCLUSIONS:
Building on the competency movement in medical education, we reviewed Srinivasan's 10 educator competencies and their associated knowledge, skills, and attitudes which includes the six Accreditation Council for Graduate Medical Education (ACGME) competencies (ie, medical knowledge, learner-centeredness, interpersonal and communication skills, professionalism and role modeling, practice-based reflection, system-based practice) and four specialized competencies for faculty with educational program-level roles (program design and implementation, evaluation and scholarship, leadership and mentorship). 21 A medical educator and three faculty members with expertise in faculty development extracted relevant medical student preceptor competencies from Srinivasan's work and from other relevant literature. Five competency domains and 24 competencies were identified. To obtain consensus from a large group of stakeholders, we used the Delphi method twice with two diverse groups and also sought validation from medical student educators attending a national conference ( Figure 1 ). The final product is a listing of the domains and the desired competencies for community preceptors of medical students. This study protocol was reviewed and exempted by the University of Minnesota institutional review board.
Results

Modified Delphi Method
Phase 1, Round 1: The 24-item preceptor competency list was presented to 40 family medicine educators and physicians who participated in a workshop at the annual Wisconsin Collaborative for Rural GME (WCRGME) Faculty Development Conference in September 2016. This annual meeting helps train physicians to be better educators and is attended by both full-time academic faculty from Wisconsin's medical schools and residencies as well as rural community physicians who routinely precept medical students. The 40 attendees were divided into five groups which evaluated one of the five competency domains. They were asked to further develop the competencies assigned to each of the competency domains. The participants suggested four additional competencies to add to the original list of 24, for a total of 28 competencies.
Phase 1, Round 2: The 28 competencies were then emailed to the WCRGME workshop participants to complete a modified Delphi technique. 26 Thirty-seven of the original 40 participants responded (93%). Using a 5-point Likert scale format ("no importance" to "extremely important") participants ranked the competencies and added comments. Items that were rated as "very important" or "extremely important" by 70% 23 or more of the panelists were retained, for a total of 26. The product of this session was also edited for clarity and redundancy based on feedback from the participants.
Phase 2, Round 1: We wanted to obtain consensus on the appropriateness and usefulness of these competencies from a larger number of stakeholders, therefore in phase 2 we invited a total of 383 people to review and rate the importance of the 26 competencies. These people represent a convenience sample drawn from five groups. Group one was a list of community physicians who regularly precept medical students for the family medicine clerkship at the University of Minnesota, the University of Wisconsin, or the Medical College of Wisconsin. Group two was a list of family medicine residents in one of five University of Minnesota affiliated programs. Group three was a list of third-year medical students in a 9-month-long longitudinal clerkship at the University of Minnesota. Group four was a list of academic physicians involved in faculty development at the University of Minnesota. Group five was a list of nonphysician medical educators at the University of Wisconsin school or the Medical College of Wisconsin. Participants received an TCs: teaching competencies WCRGME: Wisconsin Collaborative for Rural GME Faculty Development conference email with a weblink via Qualtrics and were asked to complete the survey within a week, with a follow-up email to nonresponders after 7 days. Anonymity was maintained throughout the study, so participants were unaware of the other panel members' identities and all responses were given equal voting power. Of the 343 students, residents, educators, and physicians who received an email invitation to participate in our study, 106 people responded and completed the survey (31%).
As in prior rounds, respondents rated each of the 26 competencies using a 5-item Likert scale format ("no importance" to "extremely important"). Again, any item receiving an importance rating of less than or equal to "moderately important" by more than 30% of the respondents was eliminated, resulting in 21 competencies being retained.
Phase 2, External Validation: To obtain external validation from an outside audience we presented this second iteration of our competencies during an interactive seminar presentation at the 2017 Society of Teachers of Family Medicine (STFM) Medial Student Education (MSE) meeting. This was attended by 33 people who identified as either full-time academic faculty, community preceptors, or clerkship coordinators. During the small group breakout session the attendees volunteered to review the competencies with special attention to utility and applicability given their perspectives as family medicine educators. Feedback was used to further enhance clarity of the competencies.
Phase 2, Round 2:
The original list of 28 competencies organized in five domains was sent out again as a survey to the cohort of students, residents, medical educators, and physicians who had responded to the initial email and completed the online survey. Of the 106 people who had initially participated, 93 completed the survey a second time for a response rate of 88%. Once again, respondents affirmed the previouslyidentified 21 competencies as "very or extremely important."
The final consensus reached through our modified Delphi technique application is a list of 21 competencies. These encompass the key teaching concepts of commitment to the learner's success, communication, role modeling, feedback, and use of evidence-based medicine (Table 1) . 1. Solicit student self-assessment. 2. Provide timely formative and actionable feedback to the learner regarding their progress (eg, learning goals; rotation competencies; knowledge, skills, and attitudes). 3. Check that formative feedback was heard and understood and that the learner initiated a feasible action plan. 4. Provide summative feedback to the learner and the medical institution.
FAMILY MEDICINE ORIGINAL ARTICLES Discussion
Designing an educational intervention begins with a needs assessment informed by the expected competencies and observable behaviors needed by a person to perform a task-in this case community preceptors of medical students. Using this modified Delphi process, we have identified five community preceptor competency domains and 21 associated competencies for use in preceptor needs assessment, development, and evaluation activities.
Getting consensus on an issue is not easy. Commonly used consensus methods include brainstorming, nominal group technique, consensus development conferences and the Delphi technique. 27, 28 We chose to utilize a modified Delphi technique as a rigorous, semiquantitative method to arrive at a consensus on this important question. While the Delphi process can lead to a "lowest common denominator" 29 result rather than a robust product, the breadth of audiences, stakeholders, and rounds in our process supports the validity of our findings.
Still, this list of competencies is not without its limitations. While the resulting product is meant to be broadly applicable to community preceptors of medical students in the various disciplines that make up medicine, the final list of five competency domains and 21 associated competencies may be skewed to the needs of family medicine preceptors as data was obtained through stakeholder audiences predominantly associated with family medicine. Also, all of our participants who completed the two phases of the modified Delphi process were associated with one of three medical schools in Minnesota and Wisconsin. We endeavored to find broader consensus beyond our own medical schools by getting external validation from physicians and clerkship coordinators attending a national meeting on medical student education (the 2017 STFM MSE meeting in Anaheim, CA). Still, broader sampling in other parts of the country and in other primary care and medical specialties would need to occur for greater generalizability. Finally, while developing teaching competencies was the focus of this effort, the teaching competency of the community preceptor is not the only factor that affects students' experiences. Medical scope of practice, 30 patient population (eg, underserved, immigrant, etc), 31 degree of patient contact/autonomy, 32 and length of the clerkship 33 are also important variables that affect a student's perception of the clerkship and influence a student's interest in the specialty. These issues also need to be considered and addressed as we seek to give medical students the best possible training during their clerkships.
Conclusion
Education depends on having clearly defined target performance expectations. Well defined lists of competencies exist for various medical educators. 21, 22 Building on this work using a modified Delphi process, we have developed a list of five competency domains and 21 associated competencies to assess preceptor needs, support preceptor development, and evaluate progress toward teaching excellence.
